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Inferior mesenteric artery aneurysm in Behc¸et
syndrome
Naoto Morimoto, MD,a Yutaka Okita, MD,a Yoshihiko Tsuji, MD,a Nobutaka Inoue, MD,b and
Mitsuhiro Yokoyama, MD,b Kobe, Japan
We present a case report of an aneurysm of the inferior mesenteric artery, associated with occlusion of the celiac, superior
mesenteric, and left renal arteries and severe stenosis in the right renal artery, in a 48-year-old patient with Behc¸et
syndrome. The meandering inferior mesenteric artery, with an aneurysm 28 mm in greatest dimension, was the blood
supply source for the intraperitoneal viscera. Aneurysm resection and reimplantation of the inferior mesenteric artery, and
right renal artery bypass grafting with saphenous vein was performed. To our knowledge, this is the first reported case of
inferior mesenteric artery aneurysm caused by Behc¸et syndrome. (J Vasc Surg 2003;38:1434-6.)
Aneurysm of the inferior mesenteric artery (IMA) is
extremely rare; only isolated cases have been reported.1-5
The most common cause of IMA aneurysm is atheroscle-
rosis.1 We report a successfully treated IMA aneurysm in a
patient with Behc¸et syndrome.
CASE REPORT
A 48-year-old man with Behc¸et syndrome was admitted to the
hospital with toe gangrene. The diagnosis of Behc¸et syndrome was
confirmed at age 33 years, with symptoms of recurrent oral and
genital ulcerations, superficial thrombophlebitis, and uveitis. An-
giograms obtained 5 years previously demonstrated bilateral renal
artery stenosis, total occlusion of the celiac artery and the superior
mesenteric artery (SMA), and a meandering mesenteric artery
originated from the IMA. No aneurysmal change in the IMA was
noted. Treatment has included oral prednisolone, cyclophospha-
mide, and mizoribine for control of inflammation, and clonidine,
nifedipine, and lisinopril to treat hypertension.
At presentation, blood pressure was 160/97 mm Hg, and
body temperature was 36.0°C. Physical examination revealed gan-
grene of the right toe, despite good pulses in the dorsal artery of
the foot and the posterior tibial artery. Oral and genital ulcerations,
and uveitis have resolved in recent several months. No abnormal
cardiopulmonary findings were detected. Vascular bruit was audi-
ble at the umbilical region. Results of hematologic and biochemi-
cal examinations were as follows: white blood cell count, 8800
cells/mm3; red blood cell count, 441 104 cells/mm3; platelet
count, 27.9 104 cells/mm3; C-reactive protein concentration,
0.74 mg/dL; blood urea nitrogen concentration, 29 mg/dL; and
serum creatinine concentration, 1.53 mg/dL. Liver function was
within normal limits, and urinalysis revealed no abnormality.
Computed tomography scans showed shaggy and calcified
abdominal aorta, an aneurysm 28 mm in greatest dimension at the
proximal portion of the IMA, and an atrophic left kidney (Fig 1,
A). A computed tomography angiogram demonstrated total oc-
clusion of the celiac artery, SMA, and left renal artery; 99% stenosis
of the right renal artery; an aneurysm of the IMA; and a meander-
ing mesenteric artery, which originated from the IMA and fed all of
the intraperitoneal viscera (Fig 1, B). No occlusive lesion was
detected on peripheral arteriograms. Plasma renin activity was 8.9
ng/mL/h in the right renal vein and 11.0 ng/mL/h in the left
renal vein (normal range, 0.3-2.9 ng/mL/h). A renogram re-
vealed a nonfunctioning left kidney.
Toe gangrene was considered caused by atheromatous throm-
boembolism from the shaggy aorta. To avert acute intestinal
ischemia after rupture or thrombosis of the IMA aneurysm and to
salvage right renal function, aneurysm resection with reimplanta-
tion of the IMA, and right renal artery bypass grafting were
scheduled.
The transperitoneal approach revealed a fusiform aneurysm 28
mm in greatest dimension in the proximal portion of the IMA, and
a meandering mesenteric artery 6 mm in diameter originated from
the aneurysm (Fig 2). The infrarenal abdominal aorta had normal
diameter but was severely calcified. After systemic heparinization,
the aorta was cross-clamped at the suprarenal portion. Aorta to
right renal artery bypass grafting was performed first, with a
saphenous vein graft, because the pararenal aorta was not calcified
and anastomosis was possible. Then the IMA aneurysm was re-
sected, and the meandering mesenteric artery was directly reim-
planted to the left common iliac artery, because the abdominal
aorta was unsuitable for anastomosis. Cross-clamp time for the
meandering mesenteric artery (ie, ischemic time for all intraperito-
neal viscera) was 22 minutes. The superior rectal artery, which also
branched from the aneurysm, was reimplanted to the meandering
mesenteric artery with end-to-side anastomosis. No thrombus or
atheromatous plaque was recognized within the aneurysm.
Histologic examination of the aneurysm wall demonstrated
slight fibrous thickening of both intima and media, and moderate
infiltration of monocytes and plasmacytes in intima and adventitia.
No atherosclerotic degeneration was noted. These findings, along
with clinical findings, were compatible with chronic nonspecific
vasculitis of Behc¸et syndrome.
Postoperative computed tomography angiograms and mag-
netic resonance angiograms revealed patency of the reimplanted
meandering mesenteric artery and the aorta to right renal artery
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bypass graft, but patency of the superior rectal artery was not
confirmed. The postoperative course was uneventful, and the
patient was discharged to home after amputation of the toe.
DISCUSSION
Aneurysm of the IMA is extremely rare, and accounts
for fewer than 1% of all splanchnic aneurysms.6 Including
the present case, 29 IMA aneurysms have been reported in
the English literature.1-5 The most common cause of IMA
aneurysm is atherosclerosis, and aneurysms of the IMA sec-
ondary to arteritis was reported only in six cases: polyarteritis
nodosa in two patients, Takayasu’s arteritis in two patients,
segmental mediolytic arteritis in one patient, and Behc¸et syn-
drome in one patient (present case). Coexisting occlusion of
the celiac artery and SMA were reported in 11 cases. In these
settings, splanchnic blood flow is supplied only through the
meandering mesenteric artery originating in the IMA. This
increased blood flow might cause dilation of the meandering
mesenteric artery and aneurysm formation in the IMA.1
Surgical intervention for IMA aneurysm is generally
recommended, because 70% of patients had ruptured an-
eurysms at presentation.7 Recently some authors reported
the usefulness of endovascular management of arterial an-
eurysms in Behc¸et syndrome.8,9 In the present case, the
diameter of the aneurysm increased remarkably over 5
years, and there was a risk for rupture or thrombosis,
resulting in mesenteric ischemia. Open surgical repair was
elected, because the anatomy of the aneurysm was not
suitable for endovascular intervention and the long-term
outcome of stent grafting is unclear.
Surgical complications include vascular involvement in
Behc¸et syndrone, anastomotic dehiscence, pseudoaneu-
rysm formation, and thrombotic occlusion.10,11 To avert
risk for these complications, the number of anastomoses
was minimized and the sites for anastomosis were carefully
selected. Some authors have reported that bypassing two
mesenteric vessels is safer than one in chronic mesenteric
ischemia. However, Schneider et al,10 reported good out-
come of isolated IMA revascularization in 11 patients with
celiac artery, SMA, or IMA aneurysm. In the present case,
the length of SMA occlusion was within a few centimeters
of its origin, and it was possible to perform SMA bypass on
surgical trunk of SMA. However, if anastomotic complica-
tions of Behc¸et syndrome are taken into consideration, by-
passing one vessel is safer than bypassing two vessels. Veins are
also involved in inflammation of Behc¸et syndrome, but sa-
phenous vein was used for renal artery revascularization,
because of its quality.
Fig 1. A, Preoperative CT scan demonstrates an aneurysm 28 mm in diameter, at the proximal portion of the inferior
mesenteric artery, and shaggy and calcified abdominal aorta. B, Preopearative CT angiogram demonstrates total
occlusion of the celiac, superior mesenteric, and left renal arteries, and 99% stenosis of the right renal artery. A
meandering mesenteric artery originates from the IMA, feeding all of the intraperitoneal viscera, and an aneurysm 28
mm in diameter is recognized at the proximal portion of the inferior mesenteric artery.
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In the present case, temporary bypass to the celiac
artery and SMA was not used during reimplantation of the
meandering mesenteric artery. Actual visceral ischemic time
during aneurysm resection and reimplantation of the IMA
was 22 minutes, and no visceral ischemia or reperfusion
injury was observed. Han et al11 reported that partial
extracorporeal bypass is unnecessary during supraceliac
clamping for paravisceral aneurysm repair if visceral circu-
lation is reestablished within 30 minutes.
A successfully treated IMA aneurysm in a patient with
Behc¸et syndrome is reported. To our knowledge, this is the
first reported case of IMA aneurysm caused by Behc¸et
syndrome. Early surgical outcome in this patient was satis-
factory; however, careful follow-up of Behc¸et syndrome
and to check for anastomotic complications will be neces-
sary.
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Fig 2. Postoperative magnetic resonance angiogram demon-
strates patency of the reimplanted meandering mesenteric artery
and aorta–renal artery bypass graft (arrows), with no anastomotic
problems.
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